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Tribal Benefits Counseling Program:
Expanding Health Care Opportunities for
Tribal Members

| Donna Friedsam, MPH, Gretchen Haug, Mike Rust, MDiv, and Amy Lake, MS

American Indian tribal clinics hired benefits counselors to in-
crease the number of patients with public and private insurance
coverage, expand the range of health care options available to
tribal members, and increase third-party revenues for tribal clin-
ics. Benefits counselors received intensive training, technical as-
sistance, and evaluation over a 2-year period.

Six tribal clinics participated in the full training program, in-
cluding follow-up, process evaluation, and outcomes reporting.
Participating tribal sites experienced a 78% increase in Medicaid
enrollment among pregnant women and children, compared with
a 26% enrollment increase statewide during the same period.

Trained benefits counselors on-site at tribal clinics can sub-

stantially increase third-party insurance coverage among patients.

AMERICAN INDIAN TRIBAL
clinics in Wisconsin began hiring
benefits counselors in 1998 to
assist uninsured patients in gain-
ing access to public and private
insurance programs. The Wiscon-
sin Intertribal Managed Care
Demonstration Project (WIM
Care) provided tribal benefits
counselors with intensive train-
ing, technical assistance, and
evaluation. The tribal benefits
counseling program showed
quick and effective results. From
January 1998 to October 2000,
six Wisconsin tribal sites experi-
enced a 78% increase in Healthy
Start enrollments (Wisconsin’s
Medicaid program for pregnant
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women and children). On-site
trained benefits counselors at
tribal clinics substantially in-
crease the number of patients
with third-party coverage. Health
care options available to tribal
members are thus expanded, and
this in turn increases the poten-
tial for third-party revenues to
tribal clinics.

HIGH RATES OF
UNINSURANCE

American Indians and Alaska
Natives continue to have high
rates of uninsurance. Nationally,
24% of American Indians/
Alaska Natives aged younger
than 65 years were uninsured in
1998, compared with 14% of
Whites. In Wisconsin, 31% of
patients who received care at 9
tribal clinics in Wisconsin from
1994 to 1997 had no record of
insurance. Even groups that are
often presumed to be eligible for
Medicaid and Medicare—children
of low-income families and eld-
erly persons—significantly lack
coverage. In Wisconsin’s tribal
clinics, 21% of children aged
younger than 19 years and 15%
of seniors aged older than 65
were reported as uninsured.

BARRIERS TO PUBLIC
BENEFITS

Wisconsin tribal members face
several logistical and social barri-
ers to accessing public insurance
programs. Interviews with tribal
officials uncovered perceived bar-
riers that have been reported
elsewhere. Lack of transportation
or of work release may prevent
patients from going to the tribal
or county Office of Economic
Support to apply for public bene-
fits. Applicants must gather sev-
eral pieces of verification regard-
ing financial and family status.
Social barriers also deter partici-
pation. Many tribal members re-
port feeling that workers at public
agencies treat them poorly. They
may sense a stigma of welfare
and, at nontribal agencies, may
perceive cultural discrimination
or insensitivity. Some nontribal
agency employees may presume
that the Indian Health Service
takes care of tribal members, and
thus they may not advocate in
earnest for the applicant.

On the other hand, tribal
members may not apply for pub-
lic assistance because the federal
government has a treaty obliga-
tion to provide for tribes’ health
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care. Indeed, the tribal clinic is
legally required to provide care
free of charge, regardless of a pa-
tient’s potential coverage. At the
same time, Indian Health Service
regulations require clinics to pur-
sue “alternate resources” before
using the federal resources.

Federal law since 1990 has re-
quired that Federally Qualified
Health Centers, a category that
came to include tribal clinics, pro-
vide “outstationed” Medicaid eli-
gibility workers (i.e., workers
available in community locations
rather than only in government
offices) so that the Medicaid ap-
plication process is easily accessi-
ble to uninsured pregnant women
and children. These Medicaid
counselors can file program appli-
cations on-site at tribal clinics on
behalf of the patient. They can
also follow up with applicants
and assist with complications and
financial documentation. Beyond
simple “outstationing,” benefits
counselors at tribal clinics advo-
cate for applicants, helping pa-
tients with a broad menu of pro-
grams and aggressively appealing
denials of coverage.

TRAINING BENEFITS
COUNSELORS

Wisconsin’s tribal clinic coun-
selors underwent rigorous train-
ing over an 18-month period.
The training focused on 2 dis-
tinct aspects of the program:

* Medicaid outstationing—help-
ing pregnant women and chil-
dren apply for and gain coverage
by Medicaid/Healthy Start and
State Children’s Health Insurance
Program (SCHIP; called Badger-
Care in Wisconsin).

* Family health benefits coun-
seling—helping individuals and
families get access to any public
or private insurance coverage for
which they may be eligible.
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The training began with an in-
troductory “shadowing” experi-
ence, in which trainees observed
client interviews conducted by
experienced counselors. Tribal
benefits counselors then received
individual training on-site at their
own clinic. Other staff members
were trained in how to integrate
the benefits counseling into regu-
lar clinic operations. Seminars
focused on insurance, Indian
Health Service funding, and Med-
icaid law and regulation. Ongoing
technical assistance includes reg-
ular policy and procedure up-
dates and telephone access to ex-
pert consultation for problem
cases. Tribal benefits counselors
themselves convene regularly for
case conferencing and trouble-
shooting.

DISCUSSION AND
EVALUATION

Six participating tribes showed
a 78% increase in Medicaid/
Healthy Start enrollments com-
pared with a 26% increase state-
wide. These same tribes showed
an increase in SCHIP/ Badger-
Care enrollment that is on par
with the statewide rate. This oc-
curred despite ongoing disputes
between tribes and the state of
Wisconsin regarding the applica-
bility of premium cost-sharing to
American Indians. While other
variables certainly contributed to
the increased enrollments, com-
parisons with statewide rates sug-
gest that the benefits counseling
itself is having a substantial im-
pact.

The early success of this pro-
gram in Wisconsin suggests the
potential for replication else-
where. Program initiation re-
quires up-front resources for hir-
ing counselors, which may then
be funded through Medicaid as
part of mandatory outstationing
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KEY FINDINGS

* Tribal clinics, through benefits
counseling, are able to conserve
their limited resources to care
for more uninsured patients.

* Benefits counselors’ ability to
submit Medicaid and SCHIP ap-
plications directly to county of-
fices on behalf of clients elimi-
nates logistical barriers.

= Six participating tribes showed
a 78% increase in Medicaid/
Healthy Start enrollments com-
pared with a 26% increase
statewide.

services for patients at Federally
Qualified Health Centers. Once in
place, such outstationing should
pay for itself through increased
third-party revenues brought to
the clinic.

NEXT STEPS

Tribal clinics, through benefits
counseling, are able to conserve
their limited resources to care for
more uninsured patients. Many
factors contribute to the success
of the tribal benefits counseling
program. A complete training
program and ongoing technical
support helped anchor the bene-
fits counselors. Counselors’ pres-
ence in the clinics give uninsured
patients easy access to them and
their services. Benefits coun-
selors’ ability to submit Medic-
aid/Healthy Start and SCHIP/
BadgerCare applications directly
to county offices on behalf of
clients eliminates transportation
and logistic barriers. Benefits
counselors help patients gather
all necessary documents and fol-
low up with applicants and agen-
cies. Most of the benefits coun-
selors are tribal members or
long-time members of the tribal
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communities. This appears to
bolster patients’ acceptance of
counselor services.

The tribal benefits program
has shown early success and
much potential. A significant
number of tribal members re-
main uninsured and may yet be
eligible for public benefits. Be-
yond categorically eligible pa-
tients, many others may gain eli-
gibility through Medicaid
spend-down provisions. As the
tribal benefits counseling pro-
gram matures, it will expand its
services to include more complex
cases that continue to show up
among the uninsured. |

Stockbridge-Munsee. The authors also
gratefully acknowledge the major contri-
butions of Glen Safford and his staff at
the Great Lakes Inter-Tribal Council.
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